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Introduction
Concern or worry is a general feeling of unpleasant irritation, an expectation of danger, and a fear of a danger that seems imminent from an unknown source.
Concern or worry can be an emotional strategy or a coping mechanism, but one that is not solutionoriented. Worry can be a series of negative and relatively uncontrollable thoughts and ideas that include the possibility of one or more negative results. Borkovec suggested that concern was linked to the definition of the problem or to cognitive avoidance of expected events. 2 Both concern and worry are intimately related to fear processing. 3 Death concern focuses on death. Death concern has been defined as the conscious contemplation of the reality of death combined with a negative evaluation of that reality. 4 According to Dickstein's definition of death concern, conscious contemplation is the extent to which one admits to thinking about death, while negative evaluation is a reaction to this contemplation and is similar to death anxiety or death fear. 5 Yalom indicated that one of the major concerns for people is death, 6 and three sources of death fear can be identified: 1) things occurring after death; 2) the process of dying; and 3) the end of existence. 7, 8 Indeed, following Melanie Klein, Yalom saw death anxiety as the root of all anxiety.
Death anxiety can be considered to be a psychological construct and a personality trait, affected by culture and religion. 9 Western cultures are generally more anxious about death than Eastern cultures. 10 Fear of death is an emotional reaction involving subjective feelings of unpleasantness and concern based on the contemplation or anticipation of any of the several facts related to death. 11 Fear of death is a multidimensional concept. [12] [13] [14] Four components of death anxiety were identified by Lonetto & Templer: 1) concern about the intellectual and emotional impact of dying; 2) concern about the physical changes involved in dying and death; 3) concern about the passage of time; and 4) concern about the pain and stress that can accompany illness and dying. 15 Lester distinguished between fear of death and fear of the dying process, and he also distinguished whether these fears are for one's own death and dying or for the death and dying of significant others. 16 Dickstein developed a scale containing 32 items with heterogeneous content to measure what he called death concern. 4 The Death Concern Scale (DCS) has been used in many studies. For example, Yilmaz found that gender, self-esteem, death anxiety, and death of a friend/relative within the last month predicted scores on the DCS among Turkish college students. DCS scores were higher in students with lower self-esteem, in female students, and in those who had experienced a recent death of a friend or relative and who had greater death anxiety. 17 Bluck & Dirk reported that higher levels of experience with death were related to lower levels of death anxiety and avoidance. Experience with death can have positive effects on death attitudes, particularly decreasing death anxiety, and can also increase people's death competency or the skills and capabilities in dealing with death. 18 Some studies have found that age, religious beliefs, and having a serious disease are associated with death concern and death anxiety. [19] [20] [21] Tobacyk found that those who believed in paranormal phenomena had higher DCS scores than those who did not believe. 22 Researchers have been interested in the question of whether nurses -who, in the course of their work, deal with sick and dying patients -have a heightened or reduced fear of death. There have been many studies on death anxiety, using various scales, in nurses and nursing students. [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] Table 1 shows the characteristics of the sample.
Measures
The are related to thinking about death and are answered as never (1), rarely (2), sometimes (3), and often (4).
Items 12 to 30 are associated with fear or anxiety about death and are answered as strongly agree, somewhat agree, somewhat disagree, and strongly disagree. The DCS also has eight items to control for an acquiescence response set. The acquiescence items are used in scoring or evaluating the measure so that agreement represents high death concern on some items and disagreement high death concern on others, to control for acquiescence college students. 41, 42 Other studies have also reported reliabilities around 0.80. 17, 43, 44 The correlation between two parts of the DCS was strong and positive (r=0.72),
indicating that the two set of scores are consistent with each other. 5 Scores on the DCS are moderately correlated with scores on the DAS, ranging from 0.40 to 0.60. 5, 45 Factor analyses of the DCS have identified from one single factor to nine factors. [4] [5] 17, 43, 44 For the present study, the 30 
Results
The mean total score on the DCS was 72.72 The highest mean score was 2.99 (SD=0.93), for item 28: "The death of the individual is ultimately beneficial because it facilitates change in society" ( Table 2) .
DCS reliability
Cronbach's α was 0.77, the Spearman-Brown coefficient 0.63, and the Guttman split-half coefficient 0.62, indicating good internal consistency ( Table 3 ).
The two-week test-retest reliability was 0.77. Pearson correlations between each item and the DCS total score ranged from -0.15 to 0.64, with a median correlation of 0.37, indicating that the items are heterogenous in content ( Table 4) .
Correlations with other scales
The correlation of DCS scores with CLFDS scores was 0.51, with DAS scores 0.52, with RDFS scores 0.34, with DDS scores 0.40, and with DOS scores 0.48 (all statistically significant), indicating moderate concurrent validity ( Table 5 ).
Factor analysis of the DCS
The criteria used for the factor analysis were the Kaiser-Meyer-Olkin measure of sampling adequacy concern about future life." It included the items "The prospect of my own death arouses anxiety in me," "I am afraid of being dead," and "The question of whether or not there is a future life worries me considerably." Factor 6 (two items) explained 5.15% of the observed variance and was labeled "Concern about the possibility of being to die on a specific place and concern about death in due to a sudden event and concern about death," and it included the items "When I am in an automobile I think about the high incidence of traffic fatalities" and "I am much more concerned about death than those around me" (Table 6 ).
Discussion
The results of the present study showed that the mean death concern score among the nurses was average. In our study, mean score of the DCS was 72.72 (SD=10.82). In the study of Klug & Boss, the mean score of the DCS was 72.32 (SD=13.53), 5 similar to the mean reported by Dickstein. 4 The results indicate that the reliability coefficients of the DCS were high, indicating acceptable reliability.
Previous studies of versions of the DCS in English and
Turkish among college students and church-going adults have reported good reliability (from 0.80 to 0.85) and concurrent validity. 5 46 We identified seven factors in the study (64.30% of the variance). The internal consistency of the factors (Cronbach's α) were between 0.55 and 0.76. We identified seven factors in the study (64.30% of the variance).
The factors explained 18.16 to 4.52% of the variance for the first and seventh factors, respectively. The factor analyses of the DCS have identified a single factor, 4 two factors, 43, 44 three factors, 5 and nine factors. 17 Therefore, the number of factors appears to depend on the sample chosen and the statistical techniques employed.
Our components were not consistent with the theoretical formulation of one, two or three components described in the studies by Dickstein, 4 Klug & Boss, 5, 43 Yilmaz, 17 and Hammer & Brookings. 44 The factors found by Klug & Boss explained 25% of the variance in one study 43 and 31.3% in another. 5 43 suggested the elimination of some items from the DCS and that two items of "Conscious contemplation" and "Negative evaluation" should instead be sustained, and only the second factor was considered as specifically characterizing death anxiety.
Overall, Yilmaz 17 indicated that nine factors were too high and each of these factors could not be labeled : Death depression and concern of existential meaningless. Factor 5 (items 16, 22, and 30): Death anxiety, fear of being dead, and concern about future life. Factor 6 (items 4 and 12): Concern about the possibility of being to die on a specific place and concern about death in aging. Factor 7 (items 11 and 13): Concern about dying due to a sudden event and concern about death. * Items with high loadings (≥0.50) are presented in bold to more clearly differentiate the factors.
appropriately. Due to these reasons, the number of factors was decreased to five.
Therefore, Klug & Boss, 43 Hammer & Brookings, 44 and Yilmaz 17 suggested that the usefulness of the DCS may be enhanced by the utilization of separate scores for each of these factors. Results of the factor analyses of the DCS corroborated the subjective judgments of five independent judges. 10, 43 Our factor analysis indicated that the items of the DCS are very heterogenous, and thus further research is warranted to see if the items could be reduced or modified in order for the DCS to measure one or two more homogenous variables. Interpretation of each factor is needed based on the correlation between the items and the unobserved latent variable.
Because the DCS has been used in as varied populations as college students and church-going adult samples with different religions and cultures, and with various rotation methods and factor loading coefficients, our findings were very different. However, there were similar and different views regarding the factorial validity of the scale and thus about the use of the scale in its proposed four-factor structure.
Conclusions
The present study had some limitations. The sample comprised mostly female nurses and was too small to take into account their different occupational positions (e.g., operating room, pediatric nurses, etc.). Despite these limitations, we conclude that the Farsi version of the DCS presented good validity and reliability and can be used with Iranian samples in research and clinical settings. The Farsi version of the DCS may provide an opportunity for researches to conduct cross-cultural comparisons, and future studies should be conducted with diverse populations and different sociodemographic backgrounds.
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